to which he was attached and had been a successful bowler. During examination after admission it was found that he had cystic disease of the kidneys. He recovered from the hemiplegia to a large extent, but graduallv lost strength and died in what seemed to be a urLemic state. Examination post mortem corroborated the diagnosis of cystic degeneration of the kidneys and also of the marked angio-sclerotic condition of the blood-vessels throughout the body. It was therefore very interesting to note that in Dr. Fawcett's case there seemed to be very few signs or symptoms of vascular degeneration.
By HERBERT TILLEY, F.R.C.S.
(1) Portion of rabbit bone, which had been impacted in the right bronchus for more than three years, and had produced symptoms of bronchiectasis; the bone was removed by direct bronchoscopy.'
(2) Portion of mutton bone removed by direct bronchoscopy from the right bronchus, wherein it had been impacted for ten days. For the opportunity of seeing and operating upon this case I am indebted to Mr. Godlee, who described it in his lecture on " Foreign Bodies in the Air-passages," published in the Lancet of June 18, 1910.2 I cannot do better than insert his own description:-It was that of a young lady who, while eating some mutton broth, swallowed a piece of bone the wrong way. She was foolish enough to ask the advice of a chemist, and he had the hardihood to try to push it down with the handle of a tooth-brush. A spasmodic cough quickly set in and lasted for two hours. The medical man who was called in could naturally see nothing; she went on coughing more or less continuously for four days, and, after ten days, came to London with a temperature of 1000 F. A very indefinite result was obtained by an k-ray photograph, and when I saw her, four days afterwards, the temperature was 1010 F. in the morning and 102W50 F. in the evening. There were a little deficiency of movement in the right lower lobe and a slight deficiency of the entry of air into this part of the lung. A very few crepitations were also to be heard. The cough for the moment was in abeyance, but I was told that several attacks had occurred in the course of the day. The physical signs were so slight that if one bad not been aware that such is often the case in the early See Proceedings (Laryngol. Sect.), 1911 , iv, p. 96. 2 Lancet, 1910 , i, p..1668 stages of this condition, one might have been excused for counselling delay; but I strongly urged that Mr. Tilley should be asked to see the patient next morning, and in this case the piece of bone was readily demonstrated to us at the lower end of the right bronchus, and was removed in the course of a few minutes with forceps. Already, after ten days' residence in the bronchus, it was soaked with pus and horribly offensive. The patient has made a complete recovery.
The portion of bone measured 7 in. in length, 3 in. in breadth, and l in. in thickness.
(3) Metal cap of lead pencil removed from left bronchus by direct bronchoscopy. Skiagram exhibited.
(4) A pin, 21 in. long, lodged for two months in the left bronchus. The patient, a female, aged 23, when seen by Sir Thomas Barlow, on June 16, had a few fine crackling rAles at the third left costal space close to the sternum with very slight impaired resonance. The temperature was 990 F. The question of early phthisis had been raised as there had been slight cough with, once or twice, expulsion of a little blood-stained mucus. The cough was not at all paroxysmal and was not clangy in character, neither was there any dyspncea or local discomfort. The patient referred the onset of her symptoms to a date two months previously when, having a pin in her nmouth, she " laughed and swallowed it." A stereoscopic radiograph defined the pin, which was lying almost horizontally, the head being outwards 6'8 c.m., the point 2 cm. from the middle line, and opposite the middle of the fifth dorsal vertebra. The depth from the skin of the back was 8 cm. The excursions, which are indicated by the broad band in the skiagram, were vertical, indicating that they depended on the action of the heart. It was thus evident that the pin occupied the left main bronchus. On June 26 the lower part of the pharynx, the larynx, and trachea were ansesthetized with a 20 per cent. solution of cocaine, and general chloroform narcosis was induced. The bronchoscope tube was passed, and by means of the " extension" tube the left bronchus was entered, when a small portion of the black shaft of the pin could be seen; it was fixed obliquely across the lumen of the bronchus. The pin was seized by forceps passed through the bronchoscope, but it was so firmly fixed that it could not be withdrawn nor loosened from its position. Firm traction resulted in the pin snapping and the pointed half was removed; the remaining portion could not be found owing to slight bleeding and the free secretion of mucus in the bronchial tube. On the evening of the same day, however, the patient spat out the remainder of the pin, and two days afterwards left the hospital. Beyond slight soreness of the throat she complained of no discomfort.
(5) Teat of "comforter" removed from the oesophagus of a child 4 days old by direct cesophagoscopy.J (6) Penny removed from the cesophagus of a girl aged 13; it had been impacted for thirteen days.
(7) Farthing removed from the cesophagus of a boy aged 5; it had been impacted for five hours.
(8) Safety-pin removed from the cesophagus of a child aged 3 months.
DISCUSSION.
Mr. CARLESS said all would wish to congratulate Mr. Tilley on the excellent success which had attended his efforts in this new direction. Personally he had not had any experience in what was called upper bronchoscopy, passing the bronchoscope through the mouth, but he had had one experience with lower bronchoscopy, passing it through a tracheotomy wound which had been present for some time. The patient had been wearing a silver tube, and the cannula becoming corroded slipped down into the trachea. A doctor with a rather shaky hand attempted to locate it with a probe, and as the patient gave a deep inspiratory gasp the probe was also sucked down. Mr. Carless, on seeing him, first attempted removal with polypus forceps. The trachea was cocainized, and after a time the tracheotomy cannula was extracted; but although the probe was felt it could not be removed. He arranged for the patient to be X-rayed, and the local radiographer reported that the probe was lying in the middle line, straight up and down, mistaking the line of the vertebral spines for it. . He (Mr. Carless) knew that was wrong, and so had the patient sent to King's College Hospital, where he was screened, and it was then seen that the probe was lying across the chest in the left bronchus, moving up and down with every beat of the heart. This accounted for the fact that it did not show in the X-ray photograph. The bronchoscope was passed through the wound in the trachea, and the probe was easily demonstrated in the bronchus and removed. The importance of this case was to emphasize the fact that in these cases the radiographic examination should be made with a screen or with an instantaneous photographic exposure.
Mr. FRANK KIDD asked why Mr. Tilley condemned the coin-catcher. He (Mr. Kidd) in one period of six months in the out-patient department, had removed nineteen halfpennies with coin-catchers. There were a very large number of cases of the kind in the London Hospital every year in which the coin-catcher was used, and for many years there had been no bad results as far as he was aware.
Mr. LAWRIE MCGAVIN agreed with Mr. Tilley's opinion concerning coincatchers. He had once tried to extract a tooth plate at the level of the bifurcation of the trachea by means of a coin-catcher. He gripped it with a catcher, but could not shift the plate, and then found he could not release the catcher. The man was becoming moribund, and for lack of better treatmnent Mr. MacGavin pulled hard; the plate came out, but was followed by an alarming gush of blood. Since then he had left the coin-catcher alone. He agreed that in these cases the only suitable method was bronchoscopy. It was a very valuable addition to our methods of treatment.
Mr. HERBERT TILLEY, in reply, said he was surprised to hear from Mr. Kidd of his great success with the coin-catcher; but that did not convince him that it was the best method. If the bronchoscope required much skill in order to manipulate it or to get accustomed to it there might be some excuse for not employing it, but direct bronchoscopy and cesophagoscopy was not difficult. He had seen coins in the aesophagus missed by the coin-catcher, and contended that it was better practice to see a foreign body and the condition of the tissues around it before attempting to remove it than to work in the dark and depend on chance.
Graves's Disease in a Boy, commencing at the age of 10. By W. ESSEX WYNTER, M.D. J. W. H., A BOY, aged 11, exhibited undue prominence of the eyes at the age of 10, nearly a year ago. When admitted to Middlesex Hospital, on March 16, 1911, there was obvious proptosis, with all the usual signs. The thyroid gland was enlarged, both isthmus and lobes; the fingers, when extended, exhibit fine tremor: the skin is moist and flushed, and about the hands and neck shows yellowish pigmentation. There have been no cramps, but the patient has faint attacks, flushes, and occasionally shows some temporary puffiness of the face. There is incontinence of urine; tne urine is clear, amber-coloured, acid, specific gravity 1015, and has contained a trace of albumin. The pulse has ranged from 92 to 124. Thyroidectin has been given in 5-gr. doses twice a day. On two occasions pituitrin was substituted, but the pulse rose to 110 and 124 under its influence, falling to 96 when it was discontinued.
The case is a mild one, but exceptional on account of the sex and age of the patient.
